A meticulous communication strategy on end-of-life (EOL) practices in the intensive care unit (ICU) should be a major concern for ICU teams, involving both practitioners and nurses. As such, attention has been given to improve emotional support, coordination of care, and communication with the aim of increasing family satisfaction [1] . Particularly, it is important to identify at an earlier stage patients who are likely to later have withholding or withdrawal of treatment [2] . Therefore, formalized strategies have been developed in EOL care to help practitioners and nurses to assist in the decisionmaking process [3] .
withdrawn. Policies for EOL care in this unit did not seem to vary according to the origin of the patient, and from the nurses' point of view the quality of dying was similar. However, the differences in communication practices following ICU admission according to the origin of the patient are surprising, and it would be interesting to know if this was because families less frequently asked for such a conference or if because physicians were less likely to propose these conferences for individuals arriving from the acute care floor.
The finding that life support is more frequently withdrawn in patients admitted from the ward compared with the ED is probably explained at least partially by more frequent malignancies in patients admitted from the ward. However, an analysis that adjusted for individual comorbidities, including malignancy, did not explain the lower ratings of quality of dying and satisfaction. Two main plausible explanations are discussed: First, one can speculate that, in their relationships, healthcare providers and patients from the hospital ward and their families have established treatment plans that did not include the possibility of an ICU transfer. Thus, when clinical deterioration occurs, the sudden changes in trajectory of illness cannot be perceived simply as a continuation of care, and unmet expectations may explain family dissatisfaction, especially for patients who die following an ICU transfer. Indeed, conflicting information about prognosis can be interpreted as contradictory information, which increases distress and decreases satisfaction of families [4] . Secondly, it is a possibility that poor quality of communication about EOL care prior to ICU admission on the hospital ward may lead to persisting perceptions of lower quality of dying in the ICU and lower satisfaction with ICU care. Although we have no information on the content of information given to patients and/or families, inadequate communication with seriously ill, hospitalized adults about treatment preferences has been reported [5] .
Long's results draw attention to the potential necessity to increase the attentiveness of the ICU team to family information when a patient is transferred from the hospital ward. Additionally, this made us consider improvement of transfers from hospital wards to ICU teams. In a mirror point of view, it has been reported that only a small proportion of physicians performed verbal communication during patient transfers from the intensive care unit to other in-hospital wards [6] . This latter study highlights the potential link between poor communication and low patient/family satisfaction during ICU-to-ward patient transfers. This appeared to cause significant anxiety and stress in the patients and families, who felt uninformed. Thus, ''relocation stress,'' which is recognized as a phenomenon in patients discharged from ICUs [7, 8] , might be applied to hospital ward-ICU transfers. Strategies to reduce transfer anxiety have been developed using a patient-centered approach including tailored written documentation, meetings with patients and family members, and use of liaison nurses working between intensive care and general ward settings (Table 1) [9] . Such strategies have not been studied for transfers between the hospital ward and ICU.
Gaining confidence in the results and conclusions of a study also requires an appreciation of the context and limitations of the investigation. Long et al. [15] elected to perform an exploratory data analysis. This concept, first introduced by Tukey [10] , intends to suggest hypotheses for further testing on causes of an observed phenomenon.
It allows identification of underlying structures and improves insight. While this is a valid approach to explore innovative initial ideas and generate new hypotheses, results from such designs need to be interpreted carefully. Table 4 from the manuscript by Long et al. [15] lists a total of ten adjusted outcomes, with seven of them reaching the prespecified significance level of p \ 0.05. By setting this threshold, we are restricting ourselves to a \5 % chance for a type I error to occur. When ten simultaneous tests are performed, and there are no differences in all of the outcomes between groups, the chance that we make a correct negative conclusion in all ten tests is (0.95) (0.95)… (0.95) = 0.95 10 = 0.60. The chance that at least one of the tests gives a false-positive conclusion is 1 -0.95 10 , or 0.40. This problem, known as type I error inflation, occurs frequently, and several statistical safeguards exist to ''protect the alpha.'' Intentionally, the alpha value for a specific study is lowered, thereby accounting for the total number of statistical comparisons performed. A conservative, simple, and commonly used approach is the Bonferroni correction [11] . Performing this correction on a dataset of ten comparisons would set the new, corrected level of significance for each individual comparison at p \ 0.005 (0.05/10). Less conservative procedures have been published by Holm, Holland, and others [12] [13] [14] . If we were to correct the presented results for type I error inflation, family satisfaction with care, family conferences, and providing spiritual care would remain significant; other variables would not reach the adjusted significance level. We need to keep in mind that conclusions drawn from results of multiple statistical tests without correction should always be considered of heuristic value.
Long et al. [15] shed light on an important question that offers an opportunity to identify patients and families at risk of unmet needs and better manage their expectations. While admission source by itself is an unmodifiable risk factor, it can serve as a surrogate marker to encourage caregivers to improve communication with family members during difficult times.
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